Background. Opioid prescribing for chronic pain, including the potential for over-reliance and misuse, is a public health concern.
Background
With approximately 100 million adults in the United States living with chronic pain [1] , facilitating effective pain management is an important public health concern. In the face of rising harms, recent guidelines from the National Institutes of Health (the National Pain Strategy) and the Center for Disease Control (Guidelines for Prescribing Opioids for Chronic Pain) emphasize a need to broaden the availability and increase the use of nonpharmacologic therapies (NPTs) [2] [3] [4] . There are many reasons to augment the use of NPTs [2, [5] [6] [7] [8] [9] , including limited evidence of efficacy of opioid analgesics as well as side effects of both opioid and nonopioid pharmaceuticals. Perhaps more importantly, pain is a complex, multidimensional experience for which diverse or multimodal approaches are needed to address its emotional, social, existential, and physical dimensions [2, [10] [11] [12] [13] [14] [15] .
Despite growing evidence that specific alternatives to opioids may reduce pain [2, 16] and improve functioning [10] , for some patients nonpharmacologic therapies (NPTs) are persistently underutilized [11] [12] [13] . Underutilization of any health care service can be understood in light of key barriers to uptake, such as availability (the relationship between volume and type of existing services) [17] and access [18] [19] [20] . Following Fortney et al. [21] , we contextualize dimensions of primary care access to NPTs as temporal, geographical, financial, cultural, and digital. Multidisciplinary provider focus groups informed key health system and provider-facing barriers to improving availability and access to NPTs in team-based primary care.
Methods

Design
This qualitative analysis is part of a larger initiative, The Effective Screening for Pain (ESP) study [22] , a randomized controlled trial (RCT) of pain screening and assessment methods (Clinictrails.gov identifier: NCT01816763). In the first wave of data collection in this initiative, we conducted focus groups to understand provider perspectives on pain screening covering questions relating to current pain screening, assessment, and management processes. Specifically we asked participants to explain their thoughts about current and ideal pain screening methods; advantages and disadvantages of pain screening; important domains of pain screening; the differences between pain screening and pain assessment; the various roles different providers and staff take on in pain care; how teams communicate and coordinate patient pain care; team process and challenges with pain assessment and management of chronic pain; facilitators and barriers to good pain care process. During data collection, multiple examples of barriers to NPTs for pain emerged. Although we did not initially set out to comment on providers' perceptions of the barriers to using nonpharmacologic therapy for pain, respondents richly described these concerns, thus guiding us to investigate this content area via post hoc qualitative analytic methods.
Participants
We conducted nine focus groups of 60 multidisciplinary providers in two large academically affiliated VA Medical Centers in California and Oregon, as well as associated community-based outpatient clinics. VA primary care practices have implemented a version of the Patient Centered Medical Home Model (PCMH), called Patient Aligned Care Teams (PACT), that uses a team-based approach to patient care and chronic disease management. PACT teams are comprised of a primary care provider (PCP) and supporting staff (including Registered Nurse care managers, Licensed Practical Nurses who assume a clinical assistant role, and clerks who support the team with scheduling and clerical tasks and are also often the first point of contact for patients with their care team). PACT teams provide shared care to a defined panel of patients and cross-cover for other PACT teams at their site. The PACT teams are also supported by ancillary support staff and specialists such as social workers, psychologists, or other mental and behavioral health providers, as well as licensed clinical pharmacists. To recruit participants, we attended all staff PACT team meetings at each site, presented the research questions of our study, and requested participation in an anonymous focus group. We solicited participation from all providers and staff types and ultimately recruited participants in all of the following roles: primary care providers, registered nurses, licensed practical nurses, clerks, psychologists, and social workers. The nine focus groups occurred between 2013 and 2014 and each lasted approximately one hour. Trained facilitators used a semistructured interview guide to elucidate multidisciplinary provider and staff experiences with screening, assessment, and management of chronic pain. All focus groups were audiorecorded and professionally transcribed, and transcripts were cleaned to remove identifying information (such as name or location-specific details).
Data Analysis
This analysis was conducted as one piece of a greater effort to understand provider perceptions of pain screening and assessment in the ESP study. We employed a team-based content analysis approach with the aid of qualitative analytic software ATLAS.ti version 7 [23] . The analytic team included two PhD trained qualitative methodologists, two MD health services researchers, and two Master's trained qualitative analysts. Qualitative analysts evaluated transcribed interviews using the method of constant comparison [24] and produced mutually agreed upon themes. An initial code list was developed and iterated via the dual coding of two transcripts. The final code list, representing emergent themes, was then systematically applied to every transcript. After primary coding, secondary coders reviewed each transcript for inconsistencies. One high-level code applied to all interviews was "provider perception of pain management." The content tagged under this code was the data used in this study.
Subsequently, one investigator reviewed all of the output of "provider perception of pain management" and sorted the content into two management types: nonpharmacologic or pharmacologic. This process was expedited with the help of an auto-code function to identify analgesic medications including opioids (e.g., opioid(s), pain medication, narcotic(s), Oxycontin, Oxycodone, Vicodin, etc.). The statements that identified nonpharmacologic pain management were included for further analysis and evaluated for barriers.
Barriers to nonpharmacologic pain management were distinguished by two a priori codes: availability and access. Access was then divided by five a priori codes representing the Fortney et al. access dimensions. The temporal dimension of access includes the time required to receive services and time delay between when services are needed and when the patient receives the service. Geographic dimensions represent the ease of traveling to provider locations. Financial dimensions of access include health care system eligibility and the cost of services. Cultural dimensions represent the service acceptability to patients and providers. Digital dimensions describe connectivity with health care systems and providers [25] . The application of codes was done by one qualitative analyst, reviewed by a second, and finalized through a process of investigator consensus.
Results
See table 1 for an overview.
Multidisciplinary VA providers identify multiple barriers to using nonpharmacologic therapies for chronic pain management.
Theme 1: Availability of NPT
Providers presented a varied picture of availability. Notably, providers who perceived themselves as having limited options felt constrained, while providers who had access to NPTs felt comfortable discussing lowering opioid doses with their patients. Specifically, some providers stated that they felt insufficiently resourced in terms of nonpharmacologic options for chronic pain management: "Here we. . .don't have resources. All we have to give them as providers are pain medications." Providers highlighted insufficient availability to multiple types of services, including surgical services ("I have no good resources for neurosurgery. . .. You know, it takes too long"); complementary and integrative medicine modalities such as acupuncture, massage, chiropractic, or biofeedback ("I've just found such an incredible lack of integrated medicine here and I think that it's. . .really key for chronic pain. . .getting massage therapy, chiropractic. And it's really frustrating"); physical and occupational therapy ("We cannot get them physical therapy in the community no matter what"); behavioral and mental health services ("The VA has been a little slower to catch up. . .in the participation of mental health in pain management").
Other providers, by contrast, perceived having a range of available options and emphasized that NPTs offered an important alternative to opioids for pain management.
We have new modalities available now we didn't have even a year ago, so I think they will be helped by a group clinic to think about mindfulness and not focusing on the pain, living in the moment. . .. And new PM&R programs [Physical Medicine and Rehabilitation programs], are they going to be helpful to the patient? We have new things now like acupuncture that may be helpful. There's tai chi, which might be helpful. There's chiropractic, which is relatively new, which may be helpful. We still have injections: have you tried those? We [provider with patient] kind of go through an inventory of services that we [VA] possibly have available to lower their narcotic requirement.
Theme 2: Barriers to Access of NPTs
Barrier to Access: Temporal
Providers indicated that lack of timely access to various nonpharmacologic pain solutions such as surgery represented a key reason patients were on opioids for prolonged periods of time.
I have a fair amount of anger about my patients not being able to get a simple knee replacement. Therefore, they're on opioids for three to four years. That really angers me.
Providers' frustrations with time delays in access were not limited to surgery but were also aimed at other options such as pool therapy.
Well, of course you talk about alternative options [to opioids]. And you talk about the importance of doing that. You offer them to get into physical therapy. I will offer to get them into pool therapy, though that's a one-time thing. And they can wait six months to get into pool therapy.
Barrier to Access: Geographic
The distance a patient has to travel to access a clinic where specific pain management services are offered also limits access to nonpharmacologic treatment. Particularly vulnerable to the challenge of distance are services that require repeated visits. One provider described this challenge in a hypothetical interaction with a patient: "I live 200 miles away and I'm not coming to physical therapy." Providers endorsed the importance of allowing patients to receive care in their own community and allotting funds for community-based services and programs.
Oftentimes our patients travel long distances. I have patients who come 130 miles to see me. And it would be nice if they could get physical therapy at home. If they could get, you know, massage therapy at home. And that the VA would give them, even if it's just an allotted amount of money every year to spend on these alternative programs. That they at least had the option.
Barrier to Access: Financial
Direct out of pocket cost to patients was highlighted as a financial barrier to access.
We do not have the ability to really offer those [NPT] options to them. . . . A lot of our patients have limited resources. And we are their medical providers. We're the only people they see. They don't go into the community because they can't afford it. They may not have Medicare, even though they're eligible, because they can't afford it. So therefore they can't opt into a program like Humana where they can get into, you know, a gym or something like that. So there's options that we just leave on the table. And it doesn't help our patients.
Barrier to Access: Cultural (Insufficient Provider Buy-in)
Cultural barrier subthemes speak to providers not feeling the personal capacity to offer NPTs. 
Subtheme B: Provider Expectations About Patient Resistance to Change
Providers assume it is difficult to change existing patient preferences and expectations about using opioid medications to manage their chronic pain:
There's people on chronic narcotics for years and years that have chronic pain but. . .they just are the way they are. We don't really discuss their pain during the visit. It is what it is, and I wouldn't have put them on the narcotics; they're on them and what am I going to do at this point, you know?
Subtheme C: Confrontation Avoidance Providers feel pressured into continuing to prescribe opioids to avoid major confrontations with patients.
There are times we're pinned down where the choice is, I give this guy 30 days' worth of medicine so I can get him out of the office without having to fight him. . . . Because otherwise it's a confrontation that's involved-a major confrontation that's involved based on the refill of a certain kind of medications for quote-unquote pain that isn't really diagnosed.
Subtheme D: Providers Want Support and Training
Because of stress and fears of resistance, providers need training to successfully make a shift away from opioids.
I do think that there's a lack of resources for a problem that's so ubiquitous in our population and so widespread. It's every bit as widespread as heart disease, diabetes, and all these other things that we deal with and have a fair amount of resources for. But I think that we need more resources and better education. And it takes a huge psychological toll on providers and teams to deal with a lot of these challenging cases. . . . And I think that's part of the reason that we 0 ve seen opioids misprescribed and continue to be prescribed in ways that aren't safe or beneficial.
Subtheme E: Providers Want Support from Leadership
Because of pressure to demonstrate productivity, providers did not feel they had the support from their leadership to spend adequate visit time on pain.
And they do not encourage us to make follow-up visits. They don't encourage a lot of clinic visits for the patients. They want to do everything by secure messaging or telephone. So yes, I could do my annual exam. "Oh, you're having pain?" In another practice, I might say, "Okay, well, let's make a follow-up visit for you to talk about the pain," and I would do that. That's kind of discouraged here. I mean, yes, you can do it, but it's kind of discouraged because they want to do high volumes, they want to get a lot through, and the clinic visit takes a lot of time. So they [leadership] would rather give you another new patient in that clinic visit than have you do follow-up on, you know, and go more in-depth, which you might do at another practice.
Barrier to Access: Digital Connectivity
Providers reported some use of secure messaging to communicate with patients, but the following subthemes emerged as potential challenges to this approach. Do you know how many patients we have to, like, plug in our clinic number because they don't know how to work their own cell phones. That's the older generation. The newer generation, yeah, we're all technology. But the older gen-no, they don't even want to use secure messaging or the kiosk because they don't understand it.
Subtheme C: Providers Feel Bombarded by Having Information from Too Many Sources
Providers felt overwhelmed by having too much information to cope with.
What I think you're hearing here is that more data is only as good as our ability to, number one, look at it, process it, and then do something meaningful with it. And right now, primary care in general is feeling maxed out in those ways. . . .
[Providers] get information from so many different places. . . . They [patients] shotgun us with information. They come in care messaging. They come in on the phone. They come in on the hotline. They come in on the bat phone. It's like you're getting all this information from all these places. . . . You [the provider] got your pager, and it's like one more thing for us to try to decipher.
Discussion
To date, we are unaware of any study aiming to systematically characterize providers' perceptions of the access barriers to NPTs for chronic pain. Through our approach, we were able to elucidate multidisciplinary providers' perceptions and found barriers occurring at patient, provider, and health system levels. This suggests that strategies to address improved access may need to target both patients and providers and address multiple barriers simultaneously.
The shift from opioids to NPTs for chronic pain can be, in part, conceptualized as a shift in prescribing practice. For veterans to access NPTs, they have to not only be available locally, but providers have to recommend and prescribe them. Findings in the current literature around antibiotic prescribing parallel our findings that provider perspectives, such as fear of confrontation, are influential to prescribing [26] . To influence prescribing pattern changes in the context of provider resistance, interventions have been recommended to address prescribing etiquette and the use of clinical leadership within existing clinical groups to influence practice [27] . Similarly, the providers in our study requested leadership support in the cultural shift away from opioids and toward prescribing alternatives.
Promising approaches for changing prescribing practice in the literature include education outreach to providers and clinical reminders [28] . Implementation of decision support strategies has been demonstrated to change provider prescribing practices around antibiotics in primary care settings [29] . Adapting this approach to pain management in primary care, thereby systematically giving providers decision-making support for options that would include both opioids and NPTs, could represent a possible implementation strategy. Further, implementation efforts that enhance provider-patient connectivity via digital means may be helpful over time, but may currently be too underdeveloped for clinical use regarding patient pain complaints. Due to the potential for increased workload burden on providers, electronic strategies need to be adopted with honest consideration for the time they take to use.
Providers generally indicate that viewing NPTs is critical in trying to shift patients away from opioids for pain. With the increasing public health interest in reducing opioid utilization and increasing use of nonpharmacologic options for pain, health systems may want to explore decision-making support, updated guidelines, and possibly even academic detailing [30, 31] around NPT pain management therapies. Academic detailing campaigns have been used to successfully reduce highdose opioid prescribing [31] .
Changing existing practice behaviors is a complex undertaking. One reason gaining provider buy-in may be challenging is that making a shift from opioids to alternative approaches requires a shift in the approach to care. Multimodal interventions, including education and consultant support, have been suggested as strategies that might play an important role in influencing small pieces of cultural change such as improving provider comfort with navigating safe opioid prescribing [32] .
In addition, the results indicated that providing clinicians with additional training alone is not enough. Health systems wanting to increase utilization of NPTs will have to furnish providers with sufficient resources and support for them to feel they have both the time and a cadre of options sufficient for implementing NPTs. Therefore, one provider-facing strategy might include compiling a comprehensive list of resources around NPTs available at their local site and designating local expertise that providers can turn to for guidance.
Another specific strategy for reducing provider resistance to NPTs may include designating time for prescribing providers to spend face to face with chronic pain patients and designating nurse's time to address coping strategies and self-management with patients. Other nonphysician providers and staff may represent important and underexplored care team resources. Providers and staff may include, but are not limited to, patient navigators, clinical pharmacists, peer support groups, leaders/community health workers, occupational therapists, and social workers.
Findings from this study should be considered in the context of the following limitations. While the VA context does diminish the generalizability of the results, the VA does serve a population with a high prevalence of pain and has an extensive history of addressing chronic pain in the primary care setting [2] . This makes the VA a desirable setting for investigating pain treatment processes.
Further, though, we conducted a limited number of focus groups and did not identify participants by their professional roles; we did ensure that each focus group included providers from multiple roles, and the nine sites varied by population served (rural, suburban, and urban), academic status (teaching hospitals and community-based outpatient clinics), and size (serving 3,000 vs 10,000 patients). By using the focus group method rather than interviews, we were not able to understand variation between the perspectives of different types of providers, but we were able to capture the perspectives of multidisciplinary providers on primary care teams holistically. Focus group methods were employed to encourage multidisciplinary dialogue.
In conclusion, these results echo anecdotal concerns regarding numerous access barriers to making opioid alternatives viable options for patients [33] . Policies and interventions for decreasing utilization of opioids and increasing use of NPTs should comprehensively consider access barriers. Efforts to successfully support clinicians in navigating patients away from the overuse of opioids will require thoughtful application of multidimensional strategies that aim to minimize both structural and cultural barriers to alternatives. Mitigating access barriers to alternative treatments is a key consideration for reduced opioid prescribing for chronic pain in primary care.
